Diagnosis of smokers' palate in a denture wearer patient
Dear Sir, A 48-year-old male patient reported with a chief complaint of ill-fitting maxillary denture and wants it to be replaced. On clinical examination, there was no relevant medical history given by the patient. The patient gives a dental history of extraction and partial dentures with maxillary and mandibular arches. Three months back, the remaining anterior teeth got extracted; so the patient wants a maxillary complete denture. He gives a history of bidi smoking for the last 20 years, he smokes 10-12 bidis per day. On intraoral examination, asymptomatic lesion seen on the hard palate, usually grayish combined with multiple red dots located centrally in small elevated papule or a nodule [ Figure 1 ]. He presented with a partial maxillary denture with suction disc attached and with very poor denture hygiene [ Figure 2 ]. He was under medication for fungal infection and advised to discontinue the use of denture but still the lesion on palate persists. The patient was diagnosed to have smoker's palate (nicotinic stomatitis).
One of the most common causes of mortality and morbidity in developed and developing countries is tobacco smoking. Smoking causes leukoplakia of the oral cavity, smoker's melanosis, black hairy tongue, smoker's palate, and squamous cell carcinoma. [1] Smoker's palate is a lesion involving the palatal mucosa and described since 1926 in the literature. Thoma in 1941 named the lesion as stomatitis nicotine because it is commonly seen in individuals with tobacco smoking. [2] The cause for this lesion is due to concentrated stream of heat released from the tobacco products and the chemicals in tobacco may act as irritants. [3] The palate of the individuals with smokers palate is painless and appears as gray or white with elevated red dots in the center of the papules or nodules. Due to heat, the ducts of minor salivary glands gets inflamed. [4] Greenburg et al. [5] classified the smoker's palate into three grades. The differential diagnosis may be leukoplakia, Darier's disease, discoid lupus erythematosus, oral candidiasis, oral lichen planus, and denture-induced hyperplasia. Leukoplakia presents with firmly attached white patch on a mucous membrane. Darier's disease is characterized by dark crusty patches on the skin, sometimes containing pus. Oral discoid lupus erythematosus present as white spots, ulcers, and central erythema lesions. Acute pseudomembranous candidiasis is characterized by a coating or individual patches of pseudomembranous white slough that can be easily wiped away to reveal erythematous. Oral lichen planus does not cause any pain and present with Wickham striae. Denture-induced fibrous hyperplasia or epulis fissuratum and inflammatory papillary hyperplasia are more prevalent in older subjects.
Low-intensity chronic trauma usually from ill-fitting dentures causes fibrous hyperplasia. Lesions typically appear as a single or multiple hyperplastic tissue folds covered with stratified squamous epithelium in the vestibule. Inflammatory papillary hyperplasia is
Letter to Editor asymptomatic tissue growth due to ill-fitting dentures, poor oral hygiene, candida infections, prolonged use of dentures, and denture sensitivity. In this condition, the mucosa is erythematous and has a pebbly or papillary surface.
The treatment of smoker's palate is advicing the patient to completely stop the smoking and avoid hot beverages and food. If the lesion is caused by heat, it will completely reverse within a few weeks. If the lesion persists even after smoking is stopped, biopsy is to be done to rule out true leukoplakia. Regular observation of the lesion is suggested to avoid any cancers associated with smoking.
